Objective: We previously analyzed changes in aortic size over the cardiac cycle for patients with aortic valve stenosis but no aortic disease. In this study, we analyzed patients with descending thoracic aortic aneurysm (DTA) and DeBakey type III aortic dissection (AD).
Objective: We previously analyzed changes in aortic size over the cardiac cycle for patients with aortic valve stenosis but no aortic disease. In this study, we analyzed patients with descending thoracic aortic aneurysm (DTA) and DeBakey type III aortic dissection (AD).
Methods: Electrocardiography-gated cardiac computed tomography scans of DTA and AD patients were analyzed. Standardized measurements were made in systole and diastole to determine radial aortic strain and distensibility for 10 anatomic locations along the aortic arch and longitudinal strain for Ishimaru landing zones 0, 1, and 2.
Results: Our previous study found age and body mass index to be significant confounding factors on aortic strain, but patients with DTA (n ¼ 10) and AD (n ¼ 19) were not significantly different in terms of age (71 6 8 vs 68 6 11 years; P ¼ .37) or body mass index (29.8 6 3.6 vs 30.8 6 11.4 kg/m 2 ; P ¼ 0.74). Diastolic aortic diameter was greater in patients with DTA vs AD at the sinotubular junction (40.4 6 6.2 mm vs 34.5 6 7.1 mm; P ¼ .03) and in the mid-ascending aorta (46.8 6 5.6 mm vs 37.9 6 4.5 mm; P < .001) but not significantly different at the other locations along the arch. The length of Ishimaru landing zones 0 to 2 was not significantly different for DTA vs AD (Table) . There were no significant differences between the two groups at any location. Radial distensibility ranged between 2.3 Â 10 À3 mm Hg À1 and 7.7 Â 10 À3 mm Hg À1 for the different locations along the arch in DTA patients vs 1.6 Â 10 À3 mm Hg À1 and 8.3 Â 10 À3 mm Hg À1 in AD patients, with no significant differences at any location.
Conclusions:
The aortic arch has similar dimensions in DTA and AD patients, except for the ascending aorta, which is wider in DTA patients. DTA patients and AD patients show limited radial strain and distensibility in the aortic arch. Longitudinal strain is significant only in the ascending aorta for both DTA and AD patients. This may have implications for stent graft sizing, especially for thoracic endovascular aortic repair procedures with proximal landing zone 0. Objective: The objective of this study was to assess preoperative characteristics and to compare perioperative and 1-year outcomes for shortneck infrarenal abdominal aortic aneurysms treated with standard endovascular aneurysm repair (EVAR) plus EndoAnchors (Medtronic, Santa Rosa, Calif) vs EVAR with parallel stent grafts.
Methods: Patients at a single center who underwent chimney EVAR (CH; n ¼ 45) involving one or both renal arteries were retrospectively compared with short-neck (4 mm, <10 mm) Aneurysm Treatment Using the Heli-FX Aortic Securement System Global Registry (ANCHOR) patients who underwent EVAR with Heli-FX EndoAnchors (EA; n ¼ 70). Baseline characteristics, aortic measurements, intraoperative details, and 1-and 12-month outcomes were compared using Fisher exact test and Welch t-test.
Results: Median age was 72 years in both groups (P ¼ .6), and most patients were male (78% CH, 73% EA; P ¼ .7). The CH group had significantly larger aneurysms (64.6 6 16.6 mm vs 57.7 6 12.7 mm; P ¼ .02). Infrarenal neck morphology was more complex for CH patients, including larger diameter (32.0 6 9.5 mm vs 25.7 6 4.0 mm; P ¼ .0001), shorter length (4.9 6 3.6 mm vs 6.9 6 1.6 mm; P ¼ .001), presence of thrombus (75% vs 36%; P < .0001), increased thrombus thickness (6.8 6 3.8 vs 3.8 6 2.8 mm; P < .0001), and greater percentage circumference of thrombus (49.4% 6 28.2% vs 31.4% 6 20.2%; P ¼. 0005). There was no difference in infrarenal angulation between groups. Presence of calcification was similar between groups (64% CH, 48% EA; P ¼ .2) but was more often localized in the CH group (52% CH, 16% EA; P ¼ .0002). No statistically significant difference in fluoroscopy time (P ¼ .09) or contrast material volume (P ¼ .5) was observed. The CH group experienced longer duration of procedure (190.4 6 61.8 minutes vs 148 6 80 minutes; p ¼ .002), postoperative intensive care unit days (1.7 6 3 vs 0.8 6 1.6; P ¼ .07), and postoperative hospital days (5.3 6 5.8 vs 3 6 3.2; P ¼ .02). At 1 month, the CH group had higher rates of renal insufficiency (13% vs 0%; P ¼ .003) and respiratory insufficiency (18% vs 1%; P ¼ .002), which persisted at 12 months (15.6% vs 0% [P ¼ .001] and 18% vs 4% [P ¼ .02], respectively). No statistically significant differences in repair-related complications were seen at 1 month or 12months, including type IA endoleak, type III endoleak, graft migration, and need for secondary intervention. Two CH patients had aneurysm rupture within 12 months (P ¼ .4), but there was no significant difference in aneurysm-related or all-cause mortality. In the CH group, eight renal stents occluded within 1 year (8/76 [10.5%]). Chimney graft patency was 95% and 87% at 1 month and 12 months, respectively.
Conclusions: Both chimney EVAR and standard EVAR with EndoAnchors are effective in treating short-neck abdominal aortic aneurysm with complex neck morphology. Characteristics of the infrarenal neck should be considered to determine the optimal EVAR approach. In appropriately selected patients, individuals undergoing EVAR with EndoAnchors can be expected to have shorter procedures, intensive care unit days, and hospital stays, with low endoleak and complication rates.
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Clinical Significance of Marginal Coagulopathy in Patients Undergoing Open Surgery for Abdominal Aortic Aneurysm
Takanori Kaneko, Takuro Shirasu, Takatoshi Furuya, Yukihiro Nomura. Asahi General Hospital, Chiba, Japan Mid ascending 1.0 6 1.1 2.5 6 3.4 .21
Proximal innominate 0.8 6 1.1 1.6 6 4.5 .57
Distal innominate 0.3 6 5.7 1.1 6 2.6 .60
Proximal left common carotid 0.3 6 5.7 0.8 6 2.7 .79
Distal left common carotid 1.7 6 3.1 1.2 6 3.7 .73
Proximal left subclavian artery 1.9 6 2.8 À0.4 6 1.9 .19
Distal left subclavian artery 0.1 6 3.8 2.3 6 7.1 .37
4 cm distal to left subclavian artery 0.4 6 3.4 2.5 6 11.9 .58
Longitudinal aortic strain Zone 0 9.5 6 5.6 6.3 6 7. 
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